Gastric bronchogenic cysts are extremely rare congenital cystic lesions that origi− nate from the ventral foregut during the 3rd to 7th weeks of embryonic develop− ment [1] . These lesions can be identified by computed tomography (CT) and mag− netic resonance imaging but they are quite often misclassifed as solid tumors [2] . Although endoscopic ultrasound (EUS) is the most valuable diagnostic modality for distinguishing between cys− tic and noncystic lesions, the similarity of an intramurally located bronchogenic cyst to a smooth muscle tumor or gastrointes− tinal stromal tumor on EUS makes the di− agnosis difficult [2] . We describe here a patient with an intramural bronchogenic cyst that mimicked a solid tumor and which was diagnosed and treated by en− doscopic mucosal resection (EMR).
A 38−year−old woman was referred to us with a gastric submucosal tumor. Initial esophagogastroduodenoscopy demon− strated a nearly pedunculated mass with normal overlying mucosa in the cardia (Figure 1 ). This lesion was soft, with a po− sitive cushion sign. EUS showed this to be an echo−poor mass lesion, 7 5 cm in size, arising within the submucosal layer (Fig−  ure 2 ). An abdominal CT scan revealed a solid mass originating from the gastric wall ( Figure 3) . The presumptive diagno− sis, based on EUS and CT, was gastrointes− tinal stromal tumor. However, some type of developmental or complicated cyst containing dense material was also a pos− sibility because of the positive cushion sign. We decided to perform an endo− scopic deroofing in order to obtain a defi− nite diagnosis and to plan treatment. After the upper portion of the lesion was resected, serous yellow fluid gushed out (Video 1, Figure 4) . Histological examina− tion revealed that the wall of the resected cyst was composed of ciliated, pseudo− stratified epithelium, which was similar to that found in bronchogenic cysts ( . Three days after the initial deroof− ing, the remaining cyst was resected piecemeal by EMR (Video 2, Figure 6 ).
The EUS features of developmental cysts do not seem to be as uniform as might be expected. Some reports have demonstrat− ed that the finding of an echoic pattern as opposed to a layered−wall pattern is not mandatory for the EUS diagnosis of these cystic lesions [2] . Other reports have shown that up to 70 % of such lesions are misdiagnosed as solid mass lesions on CT and magnetic resonance imaging [3] . This difficulty may be attributed to the very thick proteinaceous contents of these cysts [4] . Although the choice of treat− ment of intramural bronchogenic cysts remains controversial, EMR could be a good alternative [5] . When a lesion is sus− pected to be a solid tumor on the basis of EUS and CT investigations, and has a posi− tive cushion sign, the differential diagno− sis of a developmental cyst should be con− sidered, and EMR could be used for cura− tive treatment. 
Video 1
The mucosa covering the lesion was incised with a snare and the upper portion of the le− sion was resected with a transparent cap and a snare. Serous yellow fluid gushed out from the lesion.
Video 2
Three days after the initial deroofing, the re− maining cyst was resected piecemeal by en− doscopic mucosal resection, using a transpar− ent cap after submucosal injection. Endosco− py was performed 2 months later, and no ob− vious residual remnant of the cyst was seen. Figure 6
The remaining cyst was resected completely by piecemeal endoscopic muco− sal resection.
